
National Workshop on 

Best Practices in Tribal Health Care 

 

 

 

Organized by  

The Ministry of Health and Family Welfare, 

Government of India 

 

Hosted by 

SEARCH, Gadchiroli 

 



 

2  

 

Report of the National Workshop on 

Best Practices in Tribal Health Care 

 

 

Edited by  

Dr. Abhay Bang 

 

With Assistance from 

Dr. Priyamadhaba Behera 

 

 

 

SEARCH, Gadchiroli 

(January, 2016) 

 

 

Financial support from the National Health System Resource Centre, 

New Delhi. 

 

 

 

 

 

 



 

3  

 

CONTENTS 

Foreword           4 

1. Background         5 

2. Objective         6 

3. Selection          5 

4. Workshop proceedings       7 

o List of participants        7 

o Programme/time table       7 

o Presentations         7 

5. Evaluation         9 

o Assessment of best practices      9 

o Feedback on the workshop      12 

6. News reports         19 

7. Annexure          

o Annexure I | Invitation Letter     21 

o Annexure II | The Nomination/Description Form   22 

o Annexure III | List of Participants     24 

o Annexure IV | Program Time-Table     27 

o Annexure V | Workshop proceedings    32   

o Annexure VI | Assessment Form with Score Sheet   431  

o Annexure VII | Feedback Form     433 

o Annexure VIII | News Reports      436 



 

4  

 

Foreword 

 

How to improve health care for the tribal people? What are the potential innovations and 

solutions? Are they evidence-based and effective? Can they be scaled up? 

The national workshop on the Best Practices in Tribal Health Care was organized by the 

Ministry of Health and Family Welfare, Government of India to provide the inputs to the 

Expert Group on Tribal Health for finding answers to the above questions. Twenty three 

nationally selected best practices were presented and discussed. This document is a record of 

the workshop. 

This probably was the first such attempt in India. The Expert Group on Tribal Health is 

grateful to the Ministry of Health and Family Welfare, Govt. of India for organising this 

workshop, to the National Health System Resource Centre, New Delhi for facilitating the 

organisation and to SEARCH (Society for Education, Action and Research in Community 

Health), Gadchiroli for hosting the workshop. The 85 best practices nominated, 25 selected 

and 23 presented ï all deserve thanks. 

A special thanks are due to the reporting team of SEARCH ï Dr. Priyamadhaba Behera, 

Ms. Ruth Tryphosa, Mr. Satish Babu and Mr. Ranjan Pandhare whose painstaking efforts of 

recording, transcribing and editing have made this report possible. 

The report will be a valuable input to the Expert Group, but will also serve as a unique 

document useful to others interested in the health of the tribal people in India. 

 

 

 

Gadchiroli 

10
th
 January 2016 

Dr. Abhay Bang 

MD, MPH, D.Sc. D. Lit 

Chairman, Expert Group on Tribal Health 

Director, SEARCH 
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1. Background 

Concept 

Ministry of Health and Family Welfare, Govt. of India has constituted an Expert 

Group on Tribal Health. The Expert Group had decided to organize a national workshop on 

óthe best practices in tribal health careô with the aim to bring together the best practices, share 

and examine them to identify the practices which offer the potential for scaling up or the 

learnings for the tribal health care policy in India. 

 The 53 participants were from all over India, selected from the government health 

care programs in states, the civil society and the academic/research organizations.   

The óBest Practiceô was meant to demonstrate and effective method/approach or 

solution which would become a candidate for scaling up to solve some of the critical 

problems in tribal health care. The features essential to be called a best practice were - 

1) A specific important problem is addressed.  The problem may be a disease, a health 

indicator (IMR, MMR etc) or a barrier to providing health care in tribal areas (human 

resource, outreach, community  participation, health education, community based 

care, secondary care, transport, acceptance by the tribal people, coverage, monitoring, 

financing, etc). 

2) A distinct method or a component. 

3) Demonstrated feasibility of implementation. 

4) Proven impact. 

5) Scalability. 

 

The nominations/applications were invited and a selection group selected the appropriate best 

practices for the workshop. Invitation letter and Best Practice Nomination Form are attached 

in Annexure I & Annexure II respectively. 

The workshop was organized by the MOH&FW and hosted by SEARCH, Gadchiroli. 

Date: October 11
th
 to 13

th
, 2015 

Location: Shodhagram (SEARCH HQ) Gadchiroli, Maharashtra (200 km from Nagpur) 
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2. Objective 

 

This workshop is the beginning of the Expert Groupôs search for solutions. The purpose is to 

share, examine and find potential solutions which can be/should be delivered on large scale 

 

3.  Selection 

 

Selection committee 

1. Dr. Abhay Bang (Chairman) 

2. Mr. Manoj Jhalani (MOH&FW, GOI) 

3. Dr. Neeru Singh (ICMR) 

 

We received very enthusiastic response with 85 entries.  The 5 criteria for selection were 

 

1) A specific important problem is addressed.   

2) A distinct method or a component. 

3) Demonstrated feasibility of implementation. 

4) Proven impact. 

5) Scalability. 

 

It was very challenging to select only 25 best practices out of the 85. Selection procedure 

had two stage review. National Health Systems Resource Centre (NHSRC) did the initial 

screening, and the three member expert group made the final choice. Twenty three best 

practices were presented in this workshop. The Expert Group, the Ministry of Health, 

NHSRC and Society of Education, Action and Research in Community Health (SEARCH) 

have joined hands to make this happen. 
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4. Workshop Proceedings 

 

List of participants   

(The list of participants is attached in Annexure III) 

Programme/Time table  

(The detail of program and time table is attached in Annexure IV) 

Presentations  

 

S.N. Organization Practice 

1 
L V Prasad Eye Institute, Telangana Eye care 

2 
National Institute for Research in Tribal 

Health, Jabalpur 
Fluorosis 

3 
National Institute for Research in Tribal 

Health, Jabalpur 
Malaria Control 

4 
MITRA, Christian Hospital, Bissamcuttack, 

Odisha 
Malaria control 

5 Jan Swasthya Sahyog, Chhattisgarh Phulwari - creches for malnutrition 

6 Government of Chhattisgarh Fulwari, Scaling up 

7 
Health Department,  Jashpur,  Government of 

Chhattisgarh  
Swasthya Lika Jagruti (Health Wednesday) 

8 
Population Foundation of India, National 

Health Mission  
Community Based Monitoring 

9 Nazdeek, Assam Community reporting of deaths 

10 National Health Mission, Palakkad, Kerala Software-based monitoring Janani ï Jatak 

11 Karuna Trust, Karnataka Operationalising PHCs by PPP 
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12 
Deepak Foundation and Health Department, 

Gujarat   
CEmONC by PPP 

13 Tata Steel  MANSI - HBNC through  ASHAs 

14 SEWA Rural, Gujarat ImTecho  

15 
IKP Centre For Technologies in Public 

Health (ICTPH), Tamil Nadu 
Bridge Training for AYUSH doctors 

16 Jan Swasthya Sahyog, Chhattisgarh ANN/GNM Training 

17 Health Department, Chhattisgarh HR Outsourcing 

18 
Area Networking and Development 

Initiatives (ANANDI), Gujarat 
Womenôs empowerment 

19 
Shrimad Rajchandra Hospital, Dharampur,  

Gujarat 
Mobile unit 

20 
Health and Family Welfare Department, 

Gujarat   
Sickle cell 

21 Sugha Vazhvu Healthcare, Tamil Nadu Enrollment and Rapid Risk Assessment 

22 
Integrated Tribal Development Agency, 

Adilabad 
Increasing Institutional Deliveries 

23 National Health Mission, Tamil Nadu Birth waiting room 

 

Two organizations selected for presentation were absent, namely by Suraksha, Odisha on 

óMalaria controlô and SERP, Andhra Pradesh on óNutrition for mothers and childrenô. 

 

In addition the HBNC model of SEARCH was presented along with demonstration by trained 

community health worker. 

The workshop proceedings are attached in Annexure V. 
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5. Evaluation 

 

Assessment of 23 best practices  

All participants of workshop were given chance to evaluate all 23 practices presented in this 

workshop through a structured score sheet. The score sheet is attached in Annexure VI. 

 

Analysis of assessment score  

For score sheet, the individual presentations were analysed with the score A to D in each of 

the 5 domains and presented in tabular form.  
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Participantsô score to the presentations  

(This does not necessarily mean the final verdict of the workshop) 

 

Sr No.  Name  
Mean score 

(maximum=4) 

1 
MITRA, Christian Hospital, Bissamcuttack, Odisha (Malaria 

Control) 
3.62 

2 Karuna Trust, Karnataka (Operationalizing PHCs by PPP) 3.46 

3 Jan Swasthya Sahyog, Chhattisgarh (ANN/GNM Training) 3.42 

4 Tata Steel  (Mansi - HBNC through ASHAs) 3.42 

5 
National Health Mission, Palakkad, Kerala (Software-based 

monitoring Jatak and Janani) 
3.32 

6 
National Institute for Research in Tribal Health, Jabalpur 

(Fluorosis) 
3.31 

7 SEWA Rural, Gujarat  (ImTeCHO) 3.27 

8 
National Institute for Research in Tribal Health, Jabalpur 

(Malaria Control) 
3.26 

9 
Deepak Foundation and Health Department, Gujarat 

(CEmONC by PPP) 
3.25 

10 Government of Chhattisgarh (Fulwari - Scaling Up) 3.21 

11 
Area Networking and Development Initiatives (ANANDI), 

Gujarat (Women's empowerment) 
3.1 

12 
Population Foundation of India  (Community Based 

Monitoring) 
3.08 

13 
Jan Swasthya Sahyog, Chhattisgarh  (Phulwari ï crèches for 

malnutrition) 
3.06 

14 
IKP Centre For Technologies in Public Health (ICTPH), 

Tamil Nadu (Bridge Training for AYUSH doctors) 
3.03 

15 Health Department, Chhattisgarh  (HR Outsourcing) 3.01 

16 
Shrimad Rajchandra Hospital, Dharampur,  Gujarat (Mobile 

Unit) 
2.88 
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17 Nazdeek, Assam (Community reporting of deaths) 2.84 

18 L V Prasad Eye Institute,  Telangana  (Eye Care) 2.8 

19 Health and Family Welfare Department, Gujarat (Sickle Cell) 2.76 

20 
Sugha Vazhvu Healthcare, Tamil Nadu  (Enrollment and 

Rapid Risk Assessment) 
2.76 

21 
Integrated Tribal Development Agency, Adilabad (Increasing 

Institutional. Deliveries) 
2.74 

22 National Health Mission, Tamil Nadu  (Birth waiting room) 2.5 

23 
Health Department,  Jashpur,  Government of Chhattisgarh 

(Swasthya Lika Jagruti - Health Wednesday) 
2.37 
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Feedback on the workshop 

All participants provided their feedback about workshop in a structured format. The feedback 

form is attached in Annexure VII.    

The detail of feedback analysis is presented in the next page. 
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Analysis of feedback form  of National Workshop on Best Practices in Tribal Health Care (11
th

 to 13
th 

October 2015) 

  Total (n=36) Percentage (%)  

S. 

No. 
Domain 

Very 

Satisfied 
Satisfied Neutral Dissatisfied 

Very 

Dissatisfied 

Very 

Satisfied 
Satisfied Neutral Dissatisfied 

Very 

Dissatisfied 

1 The selection process 9 19 7 0 0 25 52.8 19.4 0 0 

2 

The topics of the various 

practices presented 15 20 2 0 0 41.7 55.6 5.6 0 0 

3 

The quality of the best 

practices presented 5 24 7 0 0 13.9 66.7 19.4 0 0 

4 

Your learning on tribal 

health care 18 16 1 0 0 50 44.4 2.8 0 0 

5 

Did this workshop offer 

potential solutions for tribal 

health care on scale? 8 21 6 0 0 22.2 58.3 16.7 0 0 

6 

How would you feel about 

meeting periodically on the 

topic of tribal health? 22 9 1 0 0 61.1 25 2.8 0 0 

7 Environment in Shodhagram 30 5 0 0 0 83.3 13.9 0 0 0 

8 Food 26 8 1 0 0 72.2 22.2 2.8 0 0 

9 Accommodation 22 10 1 1 0 61.1 27.8 2.8 2.8 0 

   Total 155 132 26 1 0 47.8 40.7 8 0.3 0 

 

Thirty six participants provided feedback about workshop. All feedback form are entered in excel sheet along with comments and suggestions. Analysis was 

done on the basis of 1-5 score (very satisfied, satisfied, neutral, dissatisfied and very dissatisfied). Nearly half of the participants (47.8%) were very satisfied 

and 40.7% participants were satisfied and 8% participants were neutral in the feedback for workshop. Detail results are attached. The comments and 

suggestions are summarized in a separate word document. 
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Feedback:  Comments, suggestions & grievances 

 

 General Comments: 

1. Very Good Workshop. Everything is good (4 persons) 

2. Please open up this forum for more interested individuals and may be, a ólearning (hands on) 

sessionô on óEvidence-based studyô on health practices. 

3. More case studies exclusively on tribal health should have been invited. Few presentations were 

not projecting their exclusive work on tribal health. 

4. The simplicity of being and depth of purpose and conviction that I see in the work and existence 

these last three days has left a deep impact. 

 

Salient Features 

a. Shodhagram 

b. Emphasis on post presentation discussions. 

c. Emphasis on generating evidence + minimizing duplication. Thinking about the big 

picture + thinking about the real impact we intend to create. 

d. SEARCH team.   

The content conversation + community provided great food for thought professional + 

personally.  

5. Health system particularly the PHC and District head quarters should be more people centric 

rather than PHC and hospital centric. Tribal people still fear to get across health staff.  

6. Very good exposure to learn from so many kinds of organizations working at different levels and 

ends for same problem. 

7. Make it more periodic.  

8. It is good to know about other organizations work, especially on different health issues. Along 

with the interaction with all the representatives.  

9. Learned a lot. Got improved and recharged again. Hope we continue to meet once again. 

10.  Many best practices presentation are proof of concept state which needs further testing in terms 

of outcome assessment to provide evidence based for scale up. Research recommendations 

should emerge from the ideas presented that need to be tested on priority base to improved tribal 

health.  
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11. Fantastic boot camp for ideas! Hopefully many can take back learning and replicate them in their 

areas. I for one, are going back energized and enthused and with a (very important) perspective 

of where our own work falls in the larger national scheme of things. Fantastic discussions on 

what I do believe public health is constantly gapping with.  

12. Inspiring environment reenergized to work for tribal health and issues.  

13. Selected presentations and giving opportunity to much related ones to give detail presentation on 

success stories as well the failures. It is a unique idea of demonstrating best practices to improve 

tribal health. This group itself is a community to understand and interact with each other for a 

common goal. 

14. Express my sincere thanks all committee members on Tribal health Care and especially 

chairperson. Dr. A. Bang for organizing this types of workshop. It my very learning atmosphere 

for me. Liked the environment and campus very much due its tribal natural touch.  

15. This workshop was definitely inspiring on one issue and there was very much superior 

discussion along with indicating solution a problems.  

16. It is a visionary exercise for extentification of need based comprehensive and innovative solution 

for health of tribal people  

17. The best practices presented are best practices for the presenter but got an idea that it should be 

statistically significant also. Most of the best practice for one area is the best practice for the 

issue pertaining to that area and so the solutions an also very specific. The alternatively one 

successful as they were made specific for the area. So whenever scaled up the comments and 

suggest of the original should be taken.  

18.  ----- And progress a presentations. Summary of learningôs and adaptations. Would be good to ---

- medical institutions on how empathy needs to be build in our curriculum.    

19. The objective of workshop/expert committee to understand tribal health status and health care 

status. The latter is one at the determinants of first. The best ------ ------ the solutions attempted 

and find the way toward in   improving tribal health status. The --------- side ----- ---- to be in 

minority. The cross-cutting concerns like phone/internet/connectivity may get top priority when 

dreamt in tribal health. 

20. Excellent learning opportunity  

21.  The idea of ----- equal time for discussion after presentation was very good. Discussion helped 

more in many ----- expert views, ------   
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22. These practices are to be documented, printed and widely circulated (not just as a tech. report of 

the ministry). Further implementation and ----- of ------ practices are to be taken up by the 

ministry/state with ------ -------- may be in bit larger area. 

23. A good start. Going forward this effort should be continued suggest sub categories of theme are 

made, so that submission of practices can be made under those. Secondly there has to be a 

guideline given for an idea/strategy to become part of best/good practices. Kindly a pilot and a 

policy, there has to be a phase to debate strategies before scaling up. 

24. Very rich discussion re some long standing policy issues. But need much more specific process 

oriented information on best practices not clear what makes a best practice. 

 Other specific suggestion/ grievance for further improvement: 

1. Please share the individual comments (video) that could be shared with the actual decision 

makers in proper precision. 

2. The organizer/host could have informed the participants about non availability of all mobile 

network/internet in the venue campus. Otherwise we would have prepared ourself with BSNL 

sim etc. 

3.  As a society we have come to take certain things for granted. While this unit the best way to be. 

This is so. So a disclaimer on non-availability of all phone reception will be helpful  

4. I believe connectivity was an issue, but it worked to the advantage as peer interaction was 

effective. Else everyone would have been ---- with there ----- and other -----  

5.  

a) Today there appears to be too much expectations of work from the ASHA worker with little 

rewards 

b) There is a need of entire medical system staff to outreach the tribal people in villager. 

c) There is a tremendous needs of collaboration and support to each other between the Govt. 

Hospital , NGO and private organizations 

d) Education on tribal on Health through commitment, dedication, interest, love and affection 

will provide a solution for very good health services and success  

6. Scale it to include more participants. Make it issue based for intensive study. Document all 

sources and attempt to institutionalize.  

7. The workshop venue should be in a more convenient place with respect to the direct connectivity 

to trains or Flights since people are coming from all over the country and keeping mind busy 
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schedule of every one. This would be very much helpful. Also Air India flights doesnôt conduct 

everywhere and doesnôt have a good flight frequency. So the reimbursement shouldnôt have to be 

limited to air Indian flights. 

8. There should be periodic meeting to share new ideas to asses/ examine outcome of already 

presentation ideas. The criteria for scoring may be modified to include more options.  

9. Do believe there were lopsided amounts of time/discussion spent on different practices. But 

probably due to time management could be improved upon becomes we might be missing one on 

discussing/debating important issues of public health, could have been a session for scientific 

data collection and presentation.  

10. Impact evaluation capacities in partner organizations working in tribal health required. 

NHSRC/SEARCH/MoTA/ MoHFW can contribute. 

11. Involving community and interacting with them during these meeting will be helpful  

12.  To prepare actionable perspectives and action plan for tribal health care, regional level 

consultation with participation of local NGOs, local tribal leaders etc may be organized.  

a) In future, the venue for workshop should be same ïShodhagram if repeated  

b) It may be better to involve officials from MOTA 

c) While shortlisting innovations, the activities should not have possibility of overlapping with 

ongoing NHM activities in tribal health. 

13. The best practices of Maharashtra could not find place in this workshop which could have 

triggered more discussion.  

14. Except ñIEC for Malariaò and ñEthics tool of hospitalò the demand side practices were not 

included or received. Front door management of health facility begins in tribal in comfort zone is 

a major factor. I believe. So is true in NCDs. 

15. Accommodation for govt. official @ Gadchiroli district HQ was not managed properly. 

Government guest house was very dirty without basic facility of tap water, fan, shifting to local 

hotel was little better for ----- stay. 

16.  Groups of tribal people (not NGOs working on them) or source community level groups (like ---

--) ------ have been involved. Perspectives of tribal people is to be taken into consideration. 

17. This kind of workshop to be organized at different place. Also place the field visits to such 

organizations to learn more about best practices.  
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18. Some strategies selected but they are still too early to find space in good practices. Eg. Shrimad 

Rajchandra. This space was good for debating certain strategies even if they are not of the level 

of best practice discussion forum. Some evaluation is important for selection in best practice. A 

forum or platform should be created for discussion/brainstorming health. Medical 

anthropologists should be involved. Tribal should be part of this.  

19. Need to relook at some of the criteria for ratting innovations eg. It may be addressing an limp 

problem, but is it sufficiently/directly addressing it. Also most practices here have been tried by 

multiple agencies. What makes this one a best practice not clear word ñbest practice needs to be 

re-examined.    

a) Work with ICMR on generating evidence  

b) Training to identify and document processes 

c) Consider and take forward some policy debates with evidence generation 

d) Need to study and document tribal health practices to learn and build on and also to 

identify certain practices that may be causing problems. Reverse / two way knowledge 

sharing. Tribal best practices can solve problems of non-tribal. 
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6. News reports 

 

The news reports related to ñNational Workshop on ñBest Practices in Tribal Health Careò are 

summarized below. The detail of the news reports are attached in Annexure VIII. 

 

Media  Web link 

1. inbministry blogspot 

 

http://inbministry.blogspot.in/2015/10/national-workshop-on-

best-practices-in.html 

2. United News of India (October 15, 2015 ) http://www.uniindia.com/national-workshop-on-best-practices-in-

tribal-health-care-held-in-gadchiroli/india/news/236903.html  

3. The Hindu (November 29, 2015) http://www.thehindu.com/opinion/op-ed/taking-health-care-to-

tribal-heartland/article7927736.ece 

4. Times of India (October 10, 2015) http://timesofindia.indiatimes.com/city/nagpur/Bangs-to-hold-

natl-workshop-on-tribal-health-at-

Gadchiroli/articleshow/49294556.cms 

5. The Economic Times (October 13, 2015) http://economictimes.indiatimes.com/industry/healthcare/biotech/

healthcare/indian-council-of-medical-research-dg-calls-for-new-

researches-on-tribal-health/articleshow/49335311.cms 

6. India Today (October 13, 2015 ) http://indiatoday.intoday.in/story/icmr-dg-calls-for-new-

researches-on-tribal-health/1/497373.html 

7. The Economic Times (October 13, 2015) http://health.economictimes.indiatimes.com/news/industry/punjab

-to-spend-more-than-rs-419-crore-to-boost-medical-

research/49673110 

8. Business Standard (October 15, 2015 ) http://www.business-standard.com/article/government-press-

release/national-workshop-on-best-practices-in-tribal-health-care-

held-115101500348_1.html  

 

9. Report Odisha (October 15, 2015 ) http://reportodisha.com/national-workshop-on-tribal-health-care-

held/ 

10. ICMR website http://icmr.nic.in/icmrnews/National%20Workshop%20on%20Be

http://inbministry.blogspot.in/2015/10/national-workshop-on-best-practices-in.html
http://inbministry.blogspot.in/2015/10/national-workshop-on-best-practices-in.html
http://www.uniindia.com/national-workshop-on-best-practices-in-tribal-health-care-held-in-gadchiroli/india/news/236903.html
http://www.uniindia.com/national-workshop-on-best-practices-in-tribal-health-care-held-in-gadchiroli/india/news/236903.html
http://www.thehindu.com/opinion/op-ed/taking-health-care-to-tribal-heartland/article7927736.ece
http://www.thehindu.com/opinion/op-ed/taking-health-care-to-tribal-heartland/article7927736.ece
http://timesofindia.indiatimes.com/city/nagpur/Bangs-to-hold-natl-workshop-on-tribal-health-at-Gadchiroli/articleshow/49294556.cms
http://timesofindia.indiatimes.com/city/nagpur/Bangs-to-hold-natl-workshop-on-tribal-health-at-Gadchiroli/articleshow/49294556.cms
http://timesofindia.indiatimes.com/city/nagpur/Bangs-to-hold-natl-workshop-on-tribal-health-at-Gadchiroli/articleshow/49294556.cms
http://economictimes.indiatimes.com/industry/healthcare/biotech/healthcare/indian-council-of-medical-research-dg-calls-for-new-researches-on-tribal-health/articleshow/49335311.cms
http://economictimes.indiatimes.com/industry/healthcare/biotech/healthcare/indian-council-of-medical-research-dg-calls-for-new-researches-on-tribal-health/articleshow/49335311.cms
http://economictimes.indiatimes.com/industry/healthcare/biotech/healthcare/indian-council-of-medical-research-dg-calls-for-new-researches-on-tribal-health/articleshow/49335311.cms
http://indiatoday.intoday.in/story/icmr-dg-calls-for-new-researches-on-tribal-health/1/497373.html
http://indiatoday.intoday.in/story/icmr-dg-calls-for-new-researches-on-tribal-health/1/497373.html
http://health.economictimes.indiatimes.com/news/industry/punjab-to-spend-more-than-rs-419-crore-to-boost-medical-research/49673110
http://health.economictimes.indiatimes.com/news/industry/punjab-to-spend-more-than-rs-419-crore-to-boost-medical-research/49673110
http://health.economictimes.indiatimes.com/news/industry/punjab-to-spend-more-than-rs-419-crore-to-boost-medical-research/49673110
http://www.business-standard.com/article/government-press-release/national-workshop-on-best-practices-in-tribal-health-care-held-115101500348_1.html
http://www.business-standard.com/article/government-press-release/national-workshop-on-best-practices-in-tribal-health-care-held-115101500348_1.html
http://www.business-standard.com/article/government-press-release/national-workshop-on-best-practices-in-tribal-health-care-held-115101500348_1.html
http://reportodisha.com/national-workshop-on-tribal-health-care-held/
http://reportodisha.com/national-workshop-on-tribal-health-care-held/
http://icmr.nic.in/icmrnews/National%20Workshop%20on%20Best%20Practices%20in%20Tribal%20Health%20Care.pdf
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st%20Practices%20in%20Tribal%20Health%20Care.pdf 

11. Press Information Bureau Government of 

India Ministry of Health and Family 

Welfare (October 15, 2015 ) 

http://pib.nic.in/newsite/PrintRelease.aspx?relid=128746 

12. Dailyexcelsior (October 16, 2015 ) http://www.dailyexcelsior.com/expert-group-on-tribal-health-to-

submit-report-by-year-end/ 

13. India Today (October 15, 2015 ) http://indiatoday.intoday.in/story/expert-group-on-tribal-health-

to-submit-report-by-year-end/1/499402.html  

14. The Economic Times (October 15, 2015 ) http://economictimes.indiatimes.com/articleshow/49380203.cms?

utm_source=contentofinterest&utm_medium=text&utm_campaig

n=cppst 

 

http://pib.nic.in/newsite/PrintRelease.aspx?relid=128746
http://www.dailyexcelsior.com/expert-group-on-tribal-health-to-submit-report-by-year-end/
http://www.dailyexcelsior.com/expert-group-on-tribal-health-to-submit-report-by-year-end/
http://indiatoday.intoday.in/story/expert-group-on-tribal-health-to-submit-report-by-year-end/1/499402.html
http://indiatoday.intoday.in/story/expert-group-on-tribal-health-to-submit-report-by-year-end/1/499402.html
http://economictimes.indiatimes.com/articleshow/49380203.cms?utm_source=contentofinterest&utm_medium=text&utm_campaign=cppst
http://economictimes.indiatimes.com/articleshow/49380203.cms?utm_source=contentofinterest&utm_medium=text&utm_campaign=cppst
http://economictimes.indiatimes.com/articleshow/49380203.cms?utm_source=contentofinterest&utm_medium=text&utm_campaign=cppst
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Annexure I 

Invitation  letter  

Subject: National Workshop on the Best Practices in Tribal Health Care.  

Ministry of Health and Family Welfare, Govt. of India has constituted an Expert Group on Tribal 

Health. The Ministry will be conducting a national workshop on ñthe best practices in tribal health care,ò 

at SEARCH Headquarters, Gadchiroli. The goal is to compile, share, examine and identify the best 

practices which offer the potential for scaling up or the learnings for the tribal health care policy in 

India.  

Hon. Shri J.P. Nadda, Minister of Health and Family Welfare, Govt. of India, will inaugurate the 

workshop. 

For this cause, we request you to pass this invitation on to the potential grantees that can provide the 

example of ñbest practiceò in tribal health care. Out of the many applications, a three membered 

committee will select 40 participants to attend the workshop.  

Accordingly, please find the attached concept note, detailing the essential features of what a best 

practice is, and a Nomination form. 

Please note that the deadline for final submission is 15
th
 September, 2015 and the workshop will be held 

from 11 to 13
th
 October, 2015.  

Nomination forms should be sent to search.gad@gmail.com. We will be honoured by your 

contributions. 

Thanks and regards, 

Dr. Abhay Bang 

Chairman, 

Expert Group on Tribal Health, 

Ministry of Health and Family Welfare. 

Attachments: 

1. Concept Note on the Workshop 

2. Nomination form 

mailto:search.gad@gmail.com
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Annexure II  

The nomination/description form 

 

 

1. Name of the organization :  ___________________________________________ 

2. Head/ contact person : _______________________________________________ 

3. Address :  ________________________________________________________ 

4. E-mail :  ______________________________        Phone : _________________ 

5. State : ____________________________________________________________ 

6. Working in tribal population since  _____________________________________ 

7. Which óBest Practiceô do you wish to share? 

__________________________________________________________________  

__________________________________________________________________  

8. The specific problem addressed by the Best Practice? 

__________________________________________________________________  

__________________________________________________________________  

 

9. Goal of the Best Practice? 

__________________________________________________________________  

__________________________________________________________________  

 

10. Content/Process of the Best Practice? 

__________________________________________________________________  

__________________________________________________________________  

__________________________________________________________________  

11. What is new or different in this practice? 

__________________________________________________________________  

__________________________________________________________________  

 

12. Tribal Population size? 

__________________________________________________________________ 
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__________________________________________________________________  

__________________________________________________________________  

 

13. Feasibility of delivery and acceptance by tribal people? 

__________________________________________________________________  

__________________________________________________________________  

 

14. Evidence of the impact? 

__________________________________________________________________  

__________________________________________________________________  

__________________________________________________________________  

15. Limitations, difficulties? 

__________________________________________________________________  

__________________________________________________________________  

16. How and how much can it be scaled up? 

__________________________________________________________________  

__________________________________________________________________  



 

24  

 

Annexure III  

    List of participants  

 

National Workshop on Best Practices in Tribal Health Care 

Shodhagram, SEARCH, Gadchiroli 

11
th
 ï 13

th
 October 2015 

 

   

  
Sr. No. Name of Person Organization / Designation 

1.  Dr. Soumya Swaminathan DG ICMR & Secretary Health Research 

2.  Smt. Limatula Yaden Director, NHM GOI 

3.  Dr. Abhay Bang     Committee Chairman & DIRECTOR OF SEARCH  

4.  Prof. H. Beck Committee Member 

5.  Dr Neeru Singh  Committee Member 

6.  Dr. Yogesh Jain Committee Member 

7.  Dr. A. C. Dhariwal Committee Member 

8.  Dr. H. Sudharshan Committee Member 

9.  Ms. Neidonuo Angami Committee Member 

10.  Dr. Satish  Kumar NHSRC 

11.  Dr. Padam Khanna NHSRC 

12.  Mr. Venkatesh Roddwar NHSRC 

13.  Mr. Manoj Kumar  NHSRC 

14.  Mr. Arvind Poswal Ass. Sec MOH, GOI 

15.  Ms. Shruti Ojha Ass. Sec MOH GOI 

16.  Mr. R. K. Lakhani  Consultant, MOHFW 

17.  Mr. Nikhil Utture Consultant, MOHFW 

18.  Dr. Krushna Vijaykumar       Consultant, MOHFW 
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Sirmanwar 

19.  Dr. Tapas Chakma NIRTH, Jabalpur 

20.  Dr. K. B. Saha NIRTH, Jabalpur 

21.  Dr. Amol LV Prasad Eye Institute, Hyderabad 

22.  Mr. Bejoy Daniel Sugha Vazhu Health Care, Tamilnadu 

23.  Dr. Akash K. Lal DF, Vadodara 

24.  Mr. Hemant Kispotta Nazdeek, Assam 

25.  Shri Gaurij Hood Shrimad Rajchandra Hospital, Dharampur 

26.  Mr. Bipin Rawat TSRDS, Jharkhand 

27.  Mr. Anup Sarma Nazdik, Karuna Trust 

28.  Mr. R. K. Ananth Krishnan ITDA, Adilabad 

29.  Dr. Prabhakar Reddy ITDA, Adilabad 

30.  Dr. B. V. Babu ICMR, New Delhi 

31.  Dr. Akhilesh Tripathi Deputy Director, NHM, Chattisgarh 

32.  Dr. Satish Tajne State Programme Manager,NHM, Chattisgarh 

33.  Ms.Innaciammal JSS, Bilaspur 

34.  Mr. Anil Barme JSS, Bilaspur 

35.  Dr. Reeta Rasaily Scientist F ICMR 

36.  Dr. Nandini Srivastava DF, Vadodara 

37.  Ms. Aparna Manoharan ICTPH, Tamil Nadu 

38.  Dr. Shrey Desai SEWA Rural, Gujrat 

39.  Ms. Pradeepa Dube ANANDI, Gujrat 

40.  Ms. Hema Priyadarshini Health and WCD Dept. of Chattisgarh 

41.  Ms. Gunjan Veda Consultant   

42.  Ms. Jayeeta Chowdhury  TATA Trusts Mumbai 

43.  Dr. Ajay Mishra Advisory Group on Community Action (AGCA)         

44.  Dr. John Cherian Oommen  MITRA, Odisha 

45.  Dr. Sreehari M DPM, NHM, Palakkad, Kerala  
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46.  Mr. Santosh Nayak  NHM, Odisha 

47.  Dr. Adaif K. Pradhan SPM, NHM, Odisha  

48.  Abhay J. Dixit NHM,  Maharashtra  

49.  Anil Naxine NHM, Maharashtra  

50.  Dr. Raju M. Jotkar NHM, Maharashtra  

51.  Mr. Dipesh Dave MOH; Gujarat 

52.  Dr. Dinkar Raval MOH; Gujarat 

53.  Dr. M. Senthilkumar Deputy Director (Trng); NHM Tamil Nadu 
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Annexure IV  

Programme Time-Table 

Ministry of health and Family Welfare 

Government of India 

National Workshop on Best Practices in Tribal Health Care 

Shodhagram, Gadchiroli 

October 11
th
 ï 13

th
, 2015  

 

11
th

 October (Sunday) Topic Session Chair Venue/Person 

10.00 ï 11.00 Registration  Mahesh Deshmukh, team 

Session 1 Inaugural session Dr. Abhay Bang, 

(Chairman, Expert 

Committee on Tribal 

Health) 

Patanjali Bhavan 

11.00 ï 11.15 Welcome and purpose of the workshop Dr. Abhay Bang 

Dr. Limatula Yaden, 

( Director, NHM Govt. of 

India) 

 

11.15 ï 11.30 Self-introduction  Participants 

11.30 ï 11.50 Inauguration and inaugural speech Dr. Soumya Swaminathan 

(Secretary, Health Research 

and D.G., ICMR) 

11.50 ï 12.15 Tea break   

Session 2    

12.15 ï 13.15 Specific health problems 

1. L V Prasad Eye Institute, Telangana - Eye care 

2.  National Institute for Research in Tribal Health, 

Dr. Limatula Yaden 

(Director, NHM 

Govt. of India) 

Patanjali Bhavan 
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Jabalpu - Fluorosis 

13.15 ï 14.00 Lunch  

 

Session 3 

 

14.00 ï15.30 Malaria  

3. National Institute for Research in Tribal Health, 

Jabalpu  ï Malaria Control 

4. Suraksha (Odisha)  ï Malaria Control* 

5. Health and Family Welfare Department, Gujarat ï 

Sickle Cell 

Dr. A. C.Dhariwal 

(Director, NVBDCP 

  Govt. of India) 

Patanjali Bhavan 

15.30 ï 15.50 Tea break 

15.50 ï 17.50 Malnutrition  

6. Jan Swasthya Sahyog, Chhattisgarh  ï  Phulwari - 

creches for malnutrition 

7. Govt. Chhattisgarh  ï  Fulwari Scaling up 

8. SERP, (A.P.) ï Nutrition for mothers and 

children*  

9. Health Dept,  Jashpur,  Govt. Chhattisgarh ï 

Swasthya Lika Jagruti (Health Wednesday) 

Dr. Reeta Rasaily 

(Mission Director, 

  Maharashtra 

Patanjali Bhavan 

17.50 ï 20.00 Free time   

20.00 ï 21.00 Dinner   

 

* These two presentations were absent. 
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12
th

 October (Monday) Topic Session Chair Venue/Person 

6.30 ï 6.45 Tea   

6.45 ï 7.30 Shrama-yoga (Environmental Service)   

7.30-8.30 Breakfast 

Session 4    

9.00 ï 10.30 Monitoring  

10.  Population Foundation of India, National Health 

Mission 

ï Community Based Monitoring 

11.  Nazdeek, Assam ï Community reporting of 

deaths 

12.  National Health Mission, Palakkad, Kerala ï 

Software 

based monitoring Jatak and Janani 

Dr. Sudarshan 

  (Karuna Trust) 

Patanjali Bhavan 

10.30 ï 10.50 Tea-break 

10.50 ï 11.50 Public Private partnership 

13.  Karuna Trust, Karnataka ï Operationalising 

PHCs 

14.  Deepak Foundation and Health Dept, Gujarat  ï 

CEmONC by PPP 

 Mrs. Angami 

(Member, Expert         

    Committee) 

Patanjali Bhavan 

12.00 ï 13.30 Shodhagram, SEARCH, and HBNC  SEARCH Team 

13.30 ï 14.30 Lunch  
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Session 5 Topic Session Chair Venue/Person 

14.30 ï 15.30 HBNC and ASHA 

15. Tata Steel ï Mansi - HBNC through  ASHAs 

16. SEWA Rural, Gujarat ï ImTeCHO 

Dr. Neeru Singh 

(Director, NIRTH) 

Patanjali Bhavan 

15.30 ï 15.50 Tea break    

15.50 ï 17.50 Human Resource 

17. IKP Centre For Technologies in Public Health 

(ICTPH), Tamil Nadu  ï Bridge Training for 

AYUSH 

18. Jan Swasthya Sahyog, Chhattisgarh ï ANM/GNM 

Training 

19. Health Dept., Chhattisgarh ï HR Outsourcing 

20. Area Networking and Development Initiatives 

(ANANDI), Gujarat ï Womenôs empowerment 

Prof. H. Beck 

(TISS)  

Patanjali Bhavan 

17.50 ï 18.45 Free time   

18.45 -19.00 Community Prayer  Pimpal Bhavan 

19.00 ï 19.15 NHSRC ï Innovation Portal   

20.00 ï 21.00 Dinner    
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13
th

 October (Tuesday) Topic Session Chair Venue/Person 

6.30 ï 7.00 Tea   

8.00 ï 8.45 Breakfast   

Session 6    

9.00 ï 10.30 Other issues  

21. Shrimad Rajchandra Hospital, Dharampur,  

Gujarat ï Mobile unit 

22. MITRA, Christian Hospital, Bissamcuttack ï 

Malaria Control 

23. Sugha Vazhvu Healthcare, Tamil Nadu ï  

Enrollment and Rapid Risk Assessment 

Dr. Yogesh Jain 

(JSS, Ganiyari) 

Patanjali Bhavan 

10.30 ï 11.00 Tea break 

11.00 ï 12.00 Maternal Health  

24. Integrated Tribal Development Agency, 

Adilabad ï Increasing Institutional Deliveries 

25. National Health Mission , Tamil Nadu ï Birth 

waiting room 

Dr. Satish Kumar 

(NHSRC) 

Patanjali Bhavan 

Session 7    

12.00 ï 13.00 Conclusions Dr. Abhay Bang Patanjali Bhavan 

13.00 ï 13.30 Feedback and Travel forms    

13.30 ï 14.30 Lunch    

14.30   Return journey    
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Annexure V 

Workshop Proceedings 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Admission 
 

 We have attempted to capture the proceedings under three heads ï the 

presentations (PPT), discussion (Q and A) and the Chairpersonsô comments. The 

PPTs are as provided by the presenters ï original or the revised version. The 

discussion, unfortunately was incompletely recorded because often the participants 

spoke without the mike. Hence, many a question-answers have been left out. The 

comments of the session chair person and the Committee Chairperson have been more 

or less completely recorded. Moreover, while transcribing, we often experienced 

difficulties in deciphering the recorded spoken word.  Hence some errors or omissions 

might have occurred. If the concerned persons notice such errors/omissions, please 

inform us the corrections. We will be more than happy to incorporate such 

corrections. 

 

         SEARCH team 
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Introductory Session 

Dr. Abhay Bang  

Chairman of the Expert Group on Tribal Health     

Friends, welcome to SEARCH. Welcome to Gadchiroli.  

Ten crore (hundred million) tribal people live in India, a fact we often are not even 

aware of. It is not necessary to tell the group assembled here that  tribal people are the worst 

affected people ï health, development, human rights and politically . It took almost 65 years 

after independence for government to appreciate that there may be a need to look at tribal 

health as an independent major public health priority. Government of India needs to be 

complimented that the Ministry of Health and Family Welfare and the Ministry of Tribal 

affairs jointly constituted this expert group on tribal health.  

Our planning of rural health care ï the NRHM and NHM ï it seems has assumed that 

tribal people are no different from others. Everything planned for rural India should apply to 

the tribal areas albeit with a little different population ratio. All of us who have been working 

with tribal people in India know that tribal people are different culturally, tribal people are 

different socially and tribal people are different environmentally ï their terrain, geography 

and climate are different. Tribal people are different economically ï their means of 

production are different than in the other parts of India. And finally, though only a little bit, 

they are different genetically also. The differences are important because they all reflect on 

the health status and health care. But in spite of these huge differences some how we missed 

viewing health as a product of these differences. We often kept on lamenting that the doctorsô 

posts are vacant, nurses posts are vacant, diarrhoea morbidity is high, child mortality is high, 

malaria is high, malnutrition is high, but we never thought that we need to look at these as a 

special situation which needs a special treatment. 

In 2013, these two ministries together constituted this expert group. The TOR of this 

expert group ï I am summarizing ï is to review the present state of tribal health and health 

care in the states and the country, and to prepare a road map  for the future ï a tribal health 

plan  and  a framework of the district health plan for tribal areas ;a plan of tribal health care 

which is appropriate to the needs of tribal people, appropriate to the geographical conditions, 
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appropriate to the culture, social situation of tribal people; in short, to develop an appropriate 

alternative health care plan for tribal population.  

This expert group started almost from a scratch. We found that there was practically 

no compiled data about the health status of or health care for the tribal people in India. We 

were very surprised that the Sample Registration System of India, which monitors a 

population of 7.2 million, was unable to tell us what the IMR in tribal areas was. This is just 

an example. Various ministries couldnôt tell how much money is spent on health care in tribal 

areas because nobody kept the data. This committee faced enormous challenge of a complete 

lack of available data. So it took longer than what we had envisaged.  Various subgroups 

were constituted ï one subgroup on the demographic details, mortality rates and life 

expectancy of tribal population is being  coordinated by the International Institute of 

Population Sciences; another group on nutrition  was coordinated by the scientists from the 

NIN, Hyderabad, the subgroup on morbidities  and disease pattern in tribal population was 

coordinated by the National Institute of Tribal Health Research (ICMR) Jabalpur  ï  Dr. 

Neeru Singh chaired that group, the subgroup on Malaria was led  by Dr. A.C. Dhariwal ï 

Chief of the National Vector Born Disease Control Programme, the subgroup on  tribal health 

culture was led by Prof. Beck. We constituted 3 subgroups on health services in tribal area.  

Health services in the tribal areas in the states, in the north east; and one group on the 

financial allocation and utilisation for tribal health. NHSRC coordinated these groups. The 

last group is on Human Resources: needs and the alternatives for tribal areas of India. Prof 

Dileep Mavlankar is chairing this group.  Based on the work of these 8 sub groups we now 

have a fairly comprehensive picture of what is the health status and the state of health care in 

tribal areas. Probably for the first time in the country such situational analysis is now 

available at the national level. 

With this workshop the expert groupôs work enters the phase II. This phase could be 

termed as óthe search of solutionsô. The purpose of this workshop on the Best Practices in 

Tribal Health is to share, examine and find the potential solutions which can be or should be 

delivered on a large scale for tribal people in India.  

The picture of tribal health painted in the media and in various health forums is bleak; 

everything is bad, as if nothing is happening. We were surprised, pleasantly surprised, when 

we received nearly 85 nominations of best practices in tribal health.  It gave us hard time to 

select 25 best practices from these 85. We used certain selection criteria. A best practice 
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should have addressed a specific and important health priority in tribal health, it does not 

mean a rare and unique problem, but it must be a problem which causes sufficient amount of 

morbidly and mortality or disability to tribal population. The best practice should have a 

distinct method or a distinct component to be considered a best practice. It should have 

demonstrated the feasibility of implementation in the field and should have produced a 

proven impact in the form of reduction in the original problem; and finally, it should be 

scalable. The best practice could be in a public sector programme, in a social sector 

programme, or in a private sector programme. A three member expert group finally selected 

25. We could not resist the temptation to include the 26
th
 one; so it became 26 best practices. 

Your practices are going to provide the expert group and the ministry some of the missing 

pieces in the form of the potential solutions. Each of your practice is not going to solve the 

complete problem. We donôt aim, we donôt dream that the entire problem will be solved in 

one go, but  your practices when shared, examined, and evaluated here, hopefully many of 

these would be found suitable for further scaling up.  

The expert group on tribal health, the ministry of health and family welfare, the NHSRC and 

SEARCH have joined hands to make this workshop happen. I again welcome all of you here, 

in Shodhagram, in Gadchiroli. 

Ms. Limatula : NHM  Director  

Hon. Chief Guest Dr. Soumya and Chairperson Dr. Abhay Bang. On behalf of the 

ministry, I would like to welcome all the participants. We did not expect these many and 

anyway I must tell that this has been possible only because of the active participation of Dr. 

Abhay Bang, in a short while. We could sit together and bring everyone around. So, a big 

thank you to Abhay Bang. As all of us are aware that we donôt have many tribal specific 

programme from NHM, specific vertical programmes for any segment of population or even 

disease control programmes, we are working towards convergence. The beauty of NRHM is 

that it has given so much flexibility. The NRHM has been encouraging states to come up with 

specific recommendations to address the regular and local needs. We are also aware of the 

interstate, intrastate, intraregional and intra-district relations and the health needs of the areas. 

NRHM encourages states to come up with innovations that will solve local issues and then 

see if these can be scaled up and replicated in other states as well. Apart from that we are still 

learning and in fact this is one of the first such workshop that has been organized, and god 

willing, this will continue. Then it will not only facilitate cross learning across states it will 
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also give the ministry inputs from expert committee recommendations and I think the future 

will be brighter.   

 

The Inauguration speech 

Dr. Soumya Swaminathan 

Director General, ICMR and Secretary, Health Research 

Itôs a great honour and I am privileged to be here today with all of you here and 

particularly what is a legendary place now in public health, SEARCH in Gadchiroli. I donôt 

need to tell, but what Dr. Abhay Bang has done is unique and notable. Many people who 

have worked in remote and tribal areas were missionaries. He has worked out lot of the key 

issues which were studied very systematically and published in journals which are now being 

read by people all over the world. This has really helped to change policies not only 

nationally but also globally in the way of child health and community, and also womenôs 

health issues by Dr. Rani Bang. This actually shows us that not only is this a very simple and 

basic setting and surrounding but also comes with commitment to meet that background and 

the interest to ask the right questions and to find out the resources to do this type of work. I 

think this is very important and needs to be scaled up. 

Policies should be based on good research evidence, which perhaps in the past has not 

happened. Policies have been made where a group of people or so called experts sitting 

around a table and come to some kind of consensus. Policies should be based on evidence 

and once the policy is made and implemented there needs to be periodic assessment and 

impact assessment.  Very often what happens is that we become defensive about both things 

and a certain policy implemented becomes counterproductive. While questioning issues there 

is always a fear that a programme can be delinked and people will be blamed. I think that 

culture has to change. We have to be more open and transparent about why we do things and 

how we do things. There should be a firm foundation of these things. 

I remember from my own experience very long ago, when HIV testing had not been 

introduced in TB Programme. TB Programme itself had been revised and the RNTCP was 

young. Programme Managers felt that bringing HIV testing at that stage could actually 

deviate both, and stigma would be associated with HIV than TB, and if the word spread 

people would stop approaching government programme. So, very quickly we undertook some 
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action research in 2 districts, one in Karnataka and one in Tamil Nadu where HIV testing was 

offered and we found that HIV testing was very much acceptable, feasible and no negative 

impact on TB Programme. In fact many more people were identified with HIV. We found out 

that we could reduce morbidity, particularly mortality thus contributing to the starting of TB 

treatment and anti TB treatment. That gave us confidence and over the next couple of years 

they scaled up the HIV testing quite rapidly all over the country. There are many issues that 

confront health policy makers. There are many issues and questions which come up ï what 

will happen, its adverse effects, cost effectiveness of approach A versus approach B.  Cost 

becomes a very important consideration. 

Part of the research in our country is based out of the apex institutions and research 

organizations.  Majority of the research output comes out a few a handful of Medical colleges 

ï apex ones, and ICMR institutes. There is very little public health research being done 

especially in medical colleges. Past one and half days I have been touching many of these 

institutes and my colleagues here are experienced and many of them are coming from rural 

background. I know some of them here are coming from NGOs working in rural areas and 

been engaged with them in research, so definitely I think there needs to be much more 

collaborations between government and NGOs as well as some private sector partnerships. 

In the department of health research and the ICMR we have something called `Tribal 

Health Research Forumô essentially for ICMR institutes to meet couple of times in a year and 

talk about issues and research that are going on in tribal welfare. We have one institute 

focused on tribal health but many other institutes around the country who are working in 

some aspect or other in tribal health issues. We meet once or twice a year or sometimes even 

more, so we want to now expand and include NGOs working on tribal health issues and learn 

from each other. We should be able to plan studies together through multicentric network 

studies mainly to have common protocols and common measurements, which have been done 

collectively from different parts of the country. We can also learn about local issues in 

different settings and scale up.  

In this context I think it is important to mention the importance of qualitative research 

and social behavioural research in tribal areas. They are unique and I think one can 

extrapolate within tribal area that a particular strategy would work across country for all 

tribals, based on their practices, customs, beliefs, their myths and their health seeking 

behaviour which are going to be very different between North-East, central India, southern 
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Nilgiris and the Western Ghats. In this we need to be context specific and flexibility needs to 

be given not only to state level but also down to district level. We often donôt pay heed to this 

in our national programmes. We have very fixed regime. Flexibility is necessary in our 

national programmes. To scale it up it has to be decentralised to district level and I think then 

we will have better outcomes for many of our national programmes viz., malaria control, TB 

control, vector borne diseases and so on. The vectors that breed are different in the different 

districts so what is true in Kerala is not true in Assam. And, while planning from Delhi we 

often are not aware of these conditions and the importance of including anthrolopologists, 

sociologists and health economist in the studies. This will add a lot of value and we should 

not miss the opportunity. The tribal way of life is changing just like everything else is 

changing in India by urbanization, globalization, environmental degradation and ecological 

changes. Their livelihood patterns, food habits, their diet, their health seeking behaviour and 

everything are changing. We are in a state of transition.  

In tribal areas some of their practices are actually not good for health. If you look at 

the rates of NCDs which are coming out from some of the surveys in tribal areas, it is quite 

frightening. Especially within increase in their secular trend how do we prevent this increase 

of NCDs? Otherwise our hospitals are going to be overwhelmed with complication of these 

NCDs like CVD, stroke, diabetes. So timely and sustainable primary prevention and 

secondary prevention studies need to be carried out on a large level at the field or community 

level. 

Being the need of the hour, this workshop I hope is going to identify solutions, as Dr. 

Abhay mentioned, and list out the problems we have faced. We need to focus on solutions 

and put forward the best practices and take some of them to scale up. So the next step I think 

is to select some of these programmes on malaria, TB, nutrition now launched by 

Government of India. Sickle cell screening programme is not happening in little states and in 

tribal populations, at the moment. The initial part would be to train technicians, people who 

will conduct this mass screening whether it is in Adivasi schools or it is at community level. 

So we are going to have lakhs of people who will know the sickle cell status very soon in the 

coming years. What are we offering to these people? Should we test and screen these people 

only if we have some solutions? We have found out sickle cell disease may be a symptomatic 

case, but what are we going to offer them? We donôt have a very good answer. I think very 

urgently we again need to have few projects looking at solutions and strategies as to what is 
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going to be the mechanism by which after scaling up we could offer something to reduce 

mortality and morbidity and what type of counselling services are going to be offered.  

We provide in Ashram schools, perhaps in PHCs, CHCs which may be easily 

available otherwise. I am worried there may a negative incidence like stigma etc. I donôt 

know these are things which may come up. We need to think about that. I was discussing 

with team yesterday about Alcohol and Tobacco use which is  also very high in many tribal 

areas which in turn leads to cancers and risk factors of course like NCDs so those are very 

tough things to handle as it implies change in  behaviour, especially when they belong to 

cultural and social customs. By introducing different kinds of sustainable approach, and may 

be communication...people here may be can add some advice on how we can have strategies 

to for behaviour change. ICMR and DHR has several schemes for bio medical research 

capacity. Enhancement of these schemes are in infancy. They have partnered with 

Department of Health Services. There is lot of scope but one of the things we could 

encourage is the cross talk between people who are predominantly city based serving in 

medical colleges who might have some interest and inclination to do some rural work in 

research. We could try to bring those people and work with NGOs for 1-3 years by offering 

them sabbatical kind of pay or fellowship. They will bring their skills to the NGO and will 

gain experience. Not everybody is interested but I am sure there will people. Similarly, we 

could offer training programmes for young staff working in NGOs, to come to ICMR 

institutes and then train them in Research and Statistics and so on.  

As for tribal youth, a lot of them study up to class 10
th
 and are very literate, but they 

donôt have many opportunities in what I have seen and they have to migrate or they have to 

go for manual labour, which they donôt want to do after studying. Many of them are 

frustrated, jobless and so on. Recently I met an old woman in Kollam district of Kerala on the 

banks of the Periyar river. I got to learn that the tribals move in and out and live in their 

settlements. They are allowed some entry in the forest. She was sitting by the lake to fish 

from early morning and didnôt get a single fish. I met her at 1 pm and she said she was going 

back. She said that since last 2 weeks she is coming to this huge Periyar river but didnôt get 

anything. She had to walk back 10 kms to tribal settlements. She has 2 daughters and when 

asked she told me that they got educated in tribal schools up to 10
th
 class but what is the use, 

both of them got married now and along with their husbands and they do manual labourer. 

She struggled a lot to educate her daughters up to 10
th
 class but itôs really of no use as they 
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are still dependent on labour work. There are opportunities to use these people and there are 

many of you also. I can see that here, in a tribal hospital run by tribal people is very 

successful, by training lab technicians, para-medical workers. They have immense 

intelligence. We have not utilized their services. I am just thinking how can we use them in 

research studies? We can empower them and employ them as field research workers and 

change them as community health workers. They could collect the research data from the 

villages and I am sure that many of them could be trained to operate tablets or mobile phones 

and use them in the data collection. One should build their skills and provide vocational 

opportunities to these young people. Thereôs absolutely no point in educating them up to 

Class 10
th
 and abandon them. I think there may be opportunities we need to explore and use 

them particularly for teacher training and para-medical training and we will also be able to 

partly solve the problem of not having people on to work in tribal areas. I donôt want to take 

much more time but I just want to reiterate the commitment at least from DHR and ICMR. I 

hope that the expert committee will come up with best practices for scalability and time line 

and we with NHSRC and NHM will work together. DHR objective should be to help 

synthesize the things and try to generate evidence where it does not exist and identify the 

gaps.  

So I thank you very much for the hospitality and I look forward to continue the 

collaboration. 

Thank you. 
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S.N. Organization Practice 
Page 

number 

1 L V Prasad Eye Institute, Telangana Eye care 43 

2 
National Institute for Research in Tribal 

Health, Jabalpur 
Fluorosis 58 

3 
National Institute for Research in Tribal 

Health, Jabalpur 
Malaria Control 75 

4 
MITRA, Christian Hospital, Bissamcuttack, 

Odisha 
Malaria control 89 

5 Jan Swasthya Sahyog, Chhattisgarh 
Phulwari - creches for 

malnutrition 
106 

6 Government of Chhattisgarh Fulwari, Scaling up 125 

7 
Health Department,  Jashpur,  Government 

of Chhattisgarh  

Swasthya Lika Jagruti (Health 

Wednesday) 
140 

8 
Population Foundation of India, National 

Health Mission  
Community Based Monitoring 161 

9 Nazdeek, Assam Community reporting of deaths 176 

10 National Health Mission, Palakkad, Kerala 
Software-based monitoring 

Janani - Jatak 
186 

11 Karuna Trust, Karnataka Operationalising PHCs by PPP 208 

12 
Deepak Foundation and Health Department, 

Gujarat   
CEmONC by PPP 243 

13 Tata Steel  
MANSI - HBNC through  

ASHAs 
261 

14 SEWA Rural, Gujarat ImTecho  273 

15 
IKP Centre For Technologies in Public 

Health (ICTPH), Tamil Nadu 

Bridge Training for AYUSH 

doctors 
292 

16 Jan Swasthya Sahyog, Chhattisgarh ANN/GNM Training 303 

17 Health Department, Chhattisgarh HR Outsourcing 317 

18 
Area Networking and Development 

Initiatives (ANANDI), Gujarat 
Womenôs empowerment 325 

19 
Shrimad Rajchandra Hospital, Dharampur,  

Gujarat 
Mobile unit 337 
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20 
Health and Family Welfare Department, 

Gujarat   
Sickle cell 361 

21 Sugha Vazhvu Healthcare, Tamil Nadu 
Enrollment and Rapid Risk 

Assessment 
376 

22 
Integrated Tribal Development Agency, 

Adilabad 

Increasing Institutional 

Deliveries 
387 

23 National Health Mission, Tamil Nadu Birth waiting room 405 

24 Society for Education Action and Research 

in Community Health, Gadchiroli 
Home-based Newborn Care 421 
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Questions and answers 

Q: Do you provide any emergency eye care in this model? 

A:  Because technicians are just one year trained, they refer patients immediately to the 

secondary centre and if required the technician also accompanies the patient to the secondary 

centre. The secondary centre administrators and doctors are informed over the phone and they 

are ready to attend to the patient. 

Q: Have you involved children in this project? 

A: It is a free walk in centre for everybody; let it be a boy or girl or 100 years man. For study, 

we have selected people above 40 years.   

Q: In the study population, what proportion of the population is tribal? 

 

A:  More than 50% are tribal. Twenty nine thousand five hundred (29,500) are tribal out of 

57,800 people. 

Q: Dr. Sudarshan: We also learnt something from this vision centres. Now the problem is 

who will maintain them and how do you integrate it. Vertical programme is not cost 

effective. It has to be integrated into primary health care. Your focus is again only on 

spectacleséthis is a business model, but I am interested in primary health care. What can 

ASHAs and ANMs do? Primary eye care has to be integrated into primary health care. 

A: In response to what is said, the spectacles are not only to make money; spectacles also will 

restore the vision of those visually impaired. If we see the cost recovery of the entire network 

of 124 centres, our cost recovery was 74% so we are at a loss but still we try to do it because 

we want to serve the people.  

Q: Dr. Sudarshan: Can you share the information on the proportion of referrals turned into 

the secondary and tertiary centre? 

A: The referral conversion rate is around 40%. If somebody is having conjunctivitis, walks 

into our vision centre, vision technicians cannot prescribe and dispense medicines. They refer 

him to secondary centre which is in the distance of 40 to 60 kms from the vision centre. So 

instead of travelling a distance of 40 to 60 kms, patients go to a pharmacy or to go to a RMP 
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in the village or nearby village and they get the medicine. That is why, the referrals 

conversion is less than 60%. But, for binding conditions like Cataract and Glaucoma the 

referrals conversion is high, because we do ensure that they come to secondary centre. 

Q: What is the cost of your spectacles? 

A: The minimum frame costs Rs 80 and the lens cost is Rs 40. So, Minimum cost is Rs 120 

and maximum cost can go up to Rs 2000 depending quality of frame and power of lens. 

Chairpersonsô questions and comments  

Ms. Limatula  

Thank you for the short presentation. Actually what we saw in the presentation is the 

utilization of Human Resource. Because of shortage of HR in tribal areas what most people 

do is rush to train some HR. I think that is also a very short way of addressing a problem. 

When you train, I think that is more sustainable. Another way as Dr. Sudarshan said that is to 

integrate in primary health care and I think that is the approach. My only concern was, I think 

the National Blindness Control Programme is reduced only to cataract. I wanted to know why 

organizations are not able to leverage NHM for the Blindness Control Programme for other 

eye problems beyond cataract.  

A: That is why when there is a camp generally people are scared. In vision centre, we also 

have the equipments to identify anterior segment abnormalities, diagnose glaucoma etc like 

Slit lamp. We also have direct options to see and regulate optical needs. So, ours is quite 

comprehensive and appropriate at every level. So the comprehensive care is not focused only 

on cataract as such.  

Dr. Abhay Bang 

Thank you Dr. Amol. I must congratulate you and the LV Prasad Institute for having 

tried a new angle. There are several beauties of your model. There is a large coverage. You 

have trained XII Std passed. There is no shortage of XII passed youth in India. I donôt know 

why you said that you are finding difficult to get recruits for training but there must be some 

other reason. The number of equipments used pose some limitations. Similarly, as Dr. 

Sudarshan commented, this model is not part of primary health centre, so there is a limitation. 

At the same time one would say that some of the services that primary health care system is 
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not able to provide at present, can be supplemented by outside system ï that is one potential 

solution. So I see several strengths in your model. 

I found two major limitations. We did not get an idea (except Ref 4 in your 

presentation) that why a camp approach or a mobile eye clinic approach is not more 

appropriate to this stationery model. You are largely providing refractive error correction, 

which is not an emergency. If any population gets services once in 3 months or once in 6 

months that should suffice for refractive error correction. So, why should you invest in one 

stationery approach which merely covers 20,000 population. Will it not be more convenient 

for the old people in the villages that this service periodically comes to their own village? I 

am not convinced, that based on your data, stationery model for refractive corrections is 

better model than camp approach or a mobile approach. 

Secondly, we are not looking only for patient treatment; we are looking for the impact 

on the problem at the population level. You showed us patient related data from the vision 

centre, but the impact data from the whole district. We would have loved to see the impact in 

these villages of vision centre. You say that you have treated 26,000 patients which means 

almost half of the population catered by the vision centre. There remains a question about the 

impact at the population level because of mixing the two levels of data ï coverage data from 

the centre but the impact data from the district.  

There are several strengths as mentioned. It will be wonderful to see how this model 

would work in primary health centre. I will repeat that not every solution has to be at the 

primary health centre system; there could be primary solutions outside the primary centres. 

We also look forward at some stage to see the data of impact and how this model could 

function in a primary health centre. 
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Questions and answers 

Q: Question not clearly recorded 

A: Sir, it is something which is difficult to reply why they have said that.  They are public 

health engineering people. Later on it was found that they have not tested the water. Let me 

tell you, it has gone to the high court under public interest litigation and they have accepted 

and given in writing that they have not tested for fluoride, assumed that area is free of 

fluoride. 

Q:  Dr. Satish: What about the use of domestic filters in fluorosis? How we can set up water 

testing in National programme? 

A: Domestic filter, extensively used in Rajasthan, has to be recharged in every 3 months 

which is a major limitation of this. It produces huge amount of sludge which is full of sodium 

chloride where do we throw it? If we throw it in the soil, that soil is gone. We cannot grow 

anything in that soil and moreover if it leaches to water. There is a huge draw back. 

Q: Dr. Sudarshan: Thank you for the presentation, I was also involved in the 2 districts. 

There is a wonderful programme. There are kits used by gram panchayat and VHSCs to test 

for fluoride. I am doing that in 2 districts - early diagnosis, alternate sources of water, 

mapping. There is pressure on the panchayat raj system to provide alternative sources now. 

You, yourself want to do the intervention. If I were you, I would have brought the 

Government into real action, after finding out the important lacunae in the health system and 

the rural panchayat raj system. PHE does all the chemical testing but never shared with the 

health department and the health department does all the bacteriological contamination 

studies but never looks at chemical contamination. These systems convergence are meant to 

happen at every PHC level. Now we know, because we have a map of all the testing done and 

are a part of the district. Convergence between the 2 departments is crucial. Moreover, you 

yourself are doing the intervention and then scaling up will be an issue. 

A: Thank you, sir. I did not do the interventions. They were done by the different NGOs. I 

was only a technical expert there and giving the training on water. What you said is 

absolutely correct, sir, and it is felt. There is no coordination between 2 departments. In 

Mandala, I got excellent cooperation because of public interest litigation only. 
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Chairpersonsô questions and comments  

Ms. Limatula   

What about your Gujarat experience?  

A: Thatôs what I said, that this was scaled up by the Indian Foundation, in Jhabua. It is still 

working. They are at technically different levels. Traditionally, I did not modify or change 

anything from what traditional tribals are doing. NGOs did various modification of leaves at 

ANAND, Gujarat, after transporting leaves from Jhabua during monsoon. They powdered it 

which can then be used as a vegetable or a ladoo or as a different regime. 

Dr Abhay Bang  

My feeling is that this is a beautiful investigative story which could go into the 

medical curriculum for young doctors. My hearty congratulations! 

I have 3 observations. One, we did not get any data on how prevalent is flurosis in the tribal 

population. One would have loved to know how large this problem is for the tribals in 

Madhya Pradesh as a whole or the country as a whole ï is it a priority, or is it only a local 

issue. Although this is an important problem, like leprosy, TB etc, it may be a general 

problem which affects tribal people as well. One would need some evidence as to how 

widespread is this in tribal people.  

Secondly, you used two packages of intervention to give recommendations to the 

M.P. Government; and then there is this Cassia tora. The main value addition you have made 

in scientific knowledge is the Cassia tora. It is a wonderful analysis that you have made. 

Those of you who have not seen this plant, if you walk outside the gate of Shodhagram, on 

the either side of the road you will see ample of Cassia Tora plants. In this area it is called 

Tarota. Tapas has proposed us a logic for its application to solve a problem. Tapas, instead of 

mixing the results in this way, to me it seems that Cassia tora is more at the pilot stage and 

needs good field trial.  How much of a value addition Cassia tora makes to the management 

of flurosis at the population level? You may have already done that and in a short time could 

not have presented. We would like to know, subsequently, later on. Itôs a beautiful approach 

but it lacks evidence on how much value addition was made by the Cassia tora. I am happy 
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that the M.P. Government or UNICEF are promoting it.  It should continue further with an 

evidence based approach which will be worthwhile. 

One more apprehension ï there is a tendency to believe that Indian traditions and 

Indian plants have   solutions to everything. One has to be very specific. Itôs Cassia tora on 

flurosis. Generalising that all Indian plants are of great medicinal values might be 

unscientific. Be careful.  
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